1. Introduction {#s0005}
===============

In general Oncology as well as in Neuro-Oncology, the evaluation of treatment response or monitoring of tumor therapy is of paramount importance. In particular, the early identification of non-response allows the termination of an ineffective therapy to avoid possible side effects, e.g., bone marrow depression, fatigue, nausea, and vomiting, and therefore to maintain or even improve life-quality. Furthermore, the early identification of non-response allows an earlier treatment change. For example, in the event of chemotherapy resistance, a switch to another chemotherapeutic agent is possible before bone marrow reserves are exhausted. Moreover, identification of treatment failure may help reduce costs. This is highly relevant because the expense of newer systemic treatment options (e.g., bevacizumab) is considerably higher than conventional alkylating chemotherapy (e.g., lomustine).

Additionally, following radiotherapy and temozolomide chemotherapy for newly diagnosed glioblastoma patients and antiangiogenic drugs such as bevacizumab in pretreated patients, "pseudoprogression" and "pseudoresponse" have been described ([@bb0050], [@bb0060]). These phenomena may complicate the assessment of treatment effect. Similarly, pseudoprogression or delayed responses may occur during immunotherapy of brain metastasis by blocking immune checkpoints such as CTLA-4 (cytotoxic T lymphocyte-associated antigen 4) using ipilimumab and PD-1 (programmed cell death 1 receptor) using pembrolizumab or nivolumab ([@bb0335], [@bb0390], [@bb0510]). Importantly, following immunotherapy, long-term survival and tumor regression can still occur after initial disease progression or even after the appearance of new lesions ([@bb0335]).

For decades, in patients with brain tumors, changes of contrast enhancement extent on MRI are traditionally used as an indicator of therapy response or tumor relapse ([@bb0310], [@bb0490]). However, contrast enhancement resulting from increased blood-brain barrier (BBB) permeability is nonspecific and may not always be an accurate surrogate of neoplastic tissue, tumor extent or treatment effect ([@bb0005], [@bb0090], [@bb0270]).

In order to overcome the limitations of the assessment of tumor response to antiangiogenic treatment by evaluation of contrast-enhancement changes only (according to the Macdonald criteria), the Response Assessment in Neuro-Oncology (RANO) group suggested in 2010 new recommendations for evaluating response ([@bb0490]). In particular, following anti-angiogenic drug treatment, FLAIR or T2 signal hyperintensity was recommended as a surrogate marker for nonenhancing tumor to help determine tumor progression, and thus nonenhancing FLAIR or T2 signal alterations were included as criteria for determining tumor response or progression ("non-enhancing tumor progression") ([@bb0490]).

However, these criteria do not provide quantitative values of FLAIR or T2 signal change for the diagnosis of tumor progression. Various differential diagnoses such as tumor-related edema, radiation injury, demyelination, ischemia, and infection can result in hyperintense FLAIR or T2 signal hyperintensity, which is difficult to distinguish from nonenhancing tumor ([@bb0005]). Consequently, alternative diagnostic methods are necessary to improve the identification of treatment response.

Positron-Emission-Tomography (PET) is one of the most promising techniques for the imaging of specific molecular processes in vivo. This method uses biologically active molecules labeled with short-lived positron-emitting isotopes at micromolar or nanomolar concentrations. Molecular imaging using PET may provide relevant additional information on tumor metabolism, and may be helpful in clinical decision-making, especially in the case of ambiguous MRI findings following neurooncological treatment ([Fig. 1](#f0005){ref-type="fig"}). Further strengths of PET imaging is that the image acquisition can be standardized, the insensibility to susceptibility artifacts and the relatively uncomplicated post-processing for static images.

This review article focuses predominantly on the amino acid PET tracers ^11^C-methyl-[l]{.smallcaps}-methionine (MET), *O*-(2-\[^18^F\]fluoroethyl)-[l]{.smallcaps}-tyrosine (FET) and 3,4-dihydroxy-6-\[^18^F\]-fluoro-[l]{.smallcaps}-phenylalanine (FDOPA) and summarizes investigations regarding monitoring of brain tumor therapy.

2. Most relevant pet tracers for (neuro-) oncological imaging {#s0010}
=============================================================

The classic and most common PET tracer for oncologic imaging has traditionally been ^18^F-2-fluoro-2-deoxy-[d]{.smallcaps}-glucose (FDG). FDG is accumulated in the majority of tumors due to increased energy demand and consequently elevated glucose metabolism. FDG uptake has been well characterized for extracranial tumors, and also has been applied to brain tumor imaging for many years. The relationship of FDG uptake to tumor glioma grade and prognosis has been reported in several studies ([@bb0190]). As newer PET tracers have become available, the use of FDG for imaging in Neuro-Oncology has declined, in part due to several important limitations. These include the high rate of glucose metabolism in normal brain parenchyma resulting in diminished signal-to-noise ratio for brain tumors. Another problem with FDG is the high tracer uptake in inflammatory cells, which can occur in a variety of disease processes and can be independent of tumor growth or response.

Radiolabeled amino acids have been used in neurooncological practice since 1983 ([@bb0045]). The most experience for this class of PET tracers for brain tumor imaging has been gained with MET. This tracer is an essential amino acid labeled with the positron-emitting isotope carbon-11, which has a half-life of 20 min ([@bb0130], [@bb0190]). This relatively short half-life limits the use of MET to PET centers with an on-site cyclotron unit. More recently, amino acid tracers labeled with positron emitters that have longer half-lives have been synthesized. This has resulted in improved distribution, efficiency and cost-effectiveness ([@bb0200]). For example, FET was developed in the late 1990s and is an ^18^F-labeled amino acid tracer (half-life, 110 min) resulting in logistic advantages for clinical practice compared to MET ([@bb0280], [@bb0495]). The use of FET has grown rapidly in recent years, especially in Western Europe. Clinical results in brain tumors with PET using MET and FET appear similar ([@bb0170], [@bb0285], [@bb0485]). Switzerland was the first country to approve FET PET as a medical drug in 2014 ([@bb0455]). Another ^18^F-labeled amino acid analogue FDOPA, which was primarily developed to measure dopamine synthesis in the basal ganglia, has also increasingly been used as a tracer for brain tumor imaging ([@bb0035]). FDOPA is currently approved for characterization of presynaptic dopaminergic activity in patients with Parkinsonian syndromes in the United States and Western Europe. The increased uptake of MET, FET and FDOPA in gliomas and brain metastases appears to be caused predominantly by increased transport via the amino acid transport system L for large neutral amino acids namely the subtypes LAT1 and LAT2 ([@bb0340], [@bb0345], [@bb0505], [@bb0525]). A feature that distinguishes FET from MET and FDOPA is the high metabolic stability of FET. After the transport via L-type amino acid transporters into tumor tissue, it has been demonstrated that MET and FDOPA show some metabolic degradation and incorporation into protein or participation in other metabolic pathways ([@bb0415]), whereas FET is not metabolized ([@bb0285]). Furthermore, it has been shown that overexpression of LAT1 is closely correlated with a malignant phenotype and proliferation of gliomas ([@bb0175]).

In addition to static images, dynamic FET PET data can be acquired dynamically, allowing for the ability to characterize the temporal pattern of FET uptake by deriving a time-activity curve (TAC). It has been demonstrated that the configuration of TAC may contain additional biological information, which may be helpful for glioma grading ([@bb0020], [@bb0065]), the differentiation of both glioma and brain metastasis recurrence from radiation-induced changes ([@bb0070], [@bb0100], [@bb0145]) or the prognostication of untreated gliomas ([@bb0220], [@bb0225]). For example, TACs of FET uptake in high-grade gliomas are characterized by an early peak of tracer uptake followed by a constant decent, whereas low-grade gliomas usually show a steadily increasing TAC ([@bb0380]). Since this phenomenon has not observed for other amino acid tracers such as MET or FDOPA ([@bb0260], [@bb0325]), and it remains to be elucidated whether dynamic MET and FDOPA can contribute significantly to the characterization of brain tumors.

The value of other amino acid PET tracers such as α-\[^11^C\]-methyl-[l]{.smallcaps}-tryptophan (AMT) and \[^18^F\]Fluciclovine (FACBC) as well as glutamine-based amino acid PET tracers has been evaluated in glioma patients in terms of tumor delineation ([@bb0230], [@bb0255], [@bb0470]), prognostication ([@bb0235]) and the differentiation of tumor recurrence from radiation injury ([@bb0025]). The observed findings are promising and suggest that these tracers have the potential to monitor treatment effects. However, the number of examined subjects is currently low and should be increased by subsequent studies.

Besides FDG and radiolabeled amino acids, several other radiopharmaceuticals have been used to image brain tumors, and can help identify malignant processes in tumors. For instance, the thymidine nucleoside analogue 3′-deoxy-3′-^18^F-fluorothymidine (FLT), the substrate for thymidine kinase-1, reflects cell proliferation. Previous studies suggest that FLT is a promising tool for glioma detection and grading ([@bb0075], [@bb0210]) and is able to predict improved survival after bevacizumab therapy ([@bb0080], [@bb0480]). Unfortunately, FLT uptake is dependent on disruption of the blood-brain barrier, hampering its clinical value in Neuro-Oncology ([@bb0090]).

Imaging of hypoxia in brain tumors has been performed with the tracer ^18^F-Fluoromisonidazole (FMISO) ([@bb0295]). FMISO enters tumor cells by passive diffusion and becomes trapped in cells with reduced tissue oxygen partial pressure by nitroreductase enzymes. Clinically this tracer is of interest for the identification of hypoxic tumor areas, which are thought to be more resistant to irradiation ([@bb0420]), as well as a trigger for neoangiogenesis. A prospective study suggested that abnormal tumor vasculature and hypoxia, as measured with MRI and FMISO PET, have a negative impact on survival in patients with newly diagnosed glioblastoma ([@bb0165]). However, to date FMISO has predominantly been used in a preclinical setting ([@bb0450]). Furthermore, FMISO is relatively lipophilic and has a slow clearance from white matter, resulting in a low target-to-background ratio.

Another interesting PET target is the translocator protein (TSPO), a mitochondrial membrane protein that has been used as biomarker for neuroinflammation. TSPO is highly expressed in activated microglia, macrophages and neoplastic cells. Imaging with the TSPO ligand ^11^C-(R)PK11195 demonstrates increased binding in high-grade gliomas compared to low-grade gliomas and normal brain parenchyma ([@bb0435], [@bb0440]). However, ^11^C-(R)PK11195, like MET, is limited to PET centers with a cyclotron due to its short half-life. More recently, the TSPO ligand ^18^F-DPA-714 labeled with ^18^F (half-life, 110 min) has been synthesized ([@bb0500]) and evaluated in glioma animal models ([@bb0030]). Results in human glioma patients are pending.

3. Local treatment options {#s0015}
==========================

3.1. Neurosurgical resection {#s0020}
----------------------------

To date, the spatial distribution of contrast enhancement on MRI is frequently used to define the tumor extent. Furthermore, the area of contrast enhancement is usually the target for stereotactic biopsy or for local treatment options such as neurosurgical resection. Tumor resection is a key treatment option in Neuro-Oncology because it has been demonstrated that a complete tumor resection is associated with a favorable outcome ([@bb0275], [@bb0425]). Furthermore, the importance of resection is dependent on tumor type - for some brain tumors, including multiple pediatric ones, complete removal is the only hope for cure. For the assessment of residual tumor after surgery, postoperative MRI within 24--72 h is commonly used. A complete tumor resection is defined by the lack on nodular contrast enhancement following surgery ([@bb0010]).

### 3.1.1. PET-guided neurosurgical planning and resection {#s0025}

The addition of MET PET data for resection-guidance of anaplastic gliomas and glioblastomas provides a target contour substantially different from that obtained by contrast enhancement MRI alone in about 80% of cases ([@bb0365]). In line with this, a recent study with 79 glioblastoma patients revealed that the metabolically active tumor volume on FET PET images prior to histological diagnosis is considerably larger than the volume of contrast enhancement (median volumes, 23.8 ml vs. 13.5 ml) ([@bb0445]). Similar findings could be observed in low-grade gliomas ([@bb0095]). That biopsy-controlled study assessed the presurgical value of FET uptake, 5-aminolevulinic acid (5-ALA) fluorescence and contrast enhancement. 5-ALA is a non-fluorescent prodrug that leads to intracellular accumulation of fluorescent porphyrins in gliomas and is frequently used for intraoperative fluorescence-guided glioma resection. This can improve patient survival ([@bb0425]), but, in contrast to FET PET, 5-ALA has a limited sensitivity for tumor tissue detection, especially in low-grade gliomas ([@bb0095]).

Regarding PET-guided neurosurgical resection, Pirotte and co-workers showed that a complete resection of the tumor area with increased MET uptake resulted in significantly longer survival of patients with high-grade gliomas ([@bb0365]).

### 3.1.2. Postoperative evaluation of the extent of resection {#s0030}

A recent study suggests that findings on early postoperative MRI (24--72 h) can be falsely positive (i.e., due to reactive changes, ischemia, infarctions) or even falsely-negative, particularly when a 3T MR scanner is used ([@bb0300]). In line with Lescher et al., a case series with high-grade glioma patients (n = 25) compared the early postoperative MRI performed within the first 72 h after surgery with an early FET PET scan within the same time frame. FET PET was more sensitive than MRI in 24% of cases in which MRI was falsely negative (wrongly indicating complete response) as proven by histopathology or short-term follow-up ([@bb0250]).

Moreover, the amount of residual tracer uptake in FET PET after surgery/prior to chemoradiation of glioblastomas (FET PET performed within 7--20 days after surgery) has a strong prognostic influence, even after adjustment by multivariate survival analyses for the effects of treatment, MGMT promoter methylation and other patient and tumor-related factors ([@bb0350], [@bb0385], [@bb0445]). These data indicate that resection of malignant gliomas guided by amino acid PET may increase the amount of neoplastic tissue removed, potentially improving patient outcome.

3.2. Radiotherapy {#s0035}
-----------------

Similar to neurosurgical resection, radiotherapy is one of the most important local treatment options and is the main treatment component for both newly diagnosed and relapsed brain tumors. The radiation dose can be fractionated, directly placed inside the tumor (i.e., brachytherapy) or can be applied as a single high dose fraction (i.e., radiosurgery).

### 3.2.1. Pseudoprogression after chemoradiation {#s0040}

Since the introduction of chemoradiation with temozolomide as the current standard of care for patients with glioblastoma, there has been an increasing awareness of progressive enhancing lesions on MRI, which are not related to tumor progression, but which are due to treatment effect, i.e., pseudoprogression. Pseudoprogression is typically regarded as a phenomenon of the first 12 weeks after radiotherapy ([@bb0055], [@bb0060], [@bb0490]) and this time-dependent definition has been incorporated into the RANO criteria ([@bb0490]). Although pseudoprogression most often occurs within the first 12 weeks after radiochemotherapy completion, some cases occurring later have been observed, particularly after radiochemotherapy using temozolomide in combination with lomustine ([@bb0265], [@bb0430]). Compared to conventional MRI, more recent studies with a larger glioblastoma patient cohort reported a diagnostic accuracy of FET PET of at least 85% for differentiating both typical (within 12 weeks) and late (\> 12 weeks) pseudoprogression after radiochemotherapy completion from true tumor progression ([@bb0100], [@bb0240]).

### 3.2.2. Fractionated external beam radiation therapy {#s0045}

A prospective study assessed the prognostic value of early changes of FET uptake 6--8 weeks after postoperative radiochemotherapy in glioblastoma patients ([@bb0120], [@bb0360]). PET responders with a decrease in the tumor/brain ratio of \> 10% had a significantly longer disease-free and overall survival than patients with stable or increasing tracer uptake after radiochemotherapy. However, the kinetic analysis of FET uptake was not helpful in the evaluation of treatment effects to radiochemotherapy ([@bb0355]).

### 3.2.3. Brachytherapy {#s0050}

Amino acid PET has also been investigated as a way to assess response or failure of iodine-125 seed brachytherapy. For instance, 12 months after brachytherapy in patients with low-grade glioma, MET uptake was significantly reduced, whereas glucose metabolism as assessed by FDG PET was unchanged ([@bb0475], [@bb0515]). In a more recent FET PET study, tumor/brain ratios, uptake kinetics and PET tumor volumes were evaluated for their value in monitoring stereotactic brachytherapy using iodine-125 seeds ([@bb0215]). In that study, FET PET correctly differentiated with a high diagnostic accuracy late posttherapeutic effects after 6 months from local tumor progression in patients with recurrent high-grade glioma.

### 3.2.4. Radiosurgery {#s0055}

In view of the demographic changes with an increasing elderly population as well as of a wider spectrum of diagnostic measurements and therapy options for extracranial tumors (e.g., biomarker-guided patient stratification, whole-genome sequencing, targeted therapy, immunotherapy etc.) resulting in an improvement of prognosis, an increasing number of patients diagnosed with brain metastasis is expected. Besides neurosurgical resection, various types of radiation therapy such as radiosurgery, brachytherapy, and whole-brain radiation therapy are commonly used to treat secondary brain neoplasms.

However, following radiotherapy, and in particular after radiosurgery, conventional MRI cannot reliably differentiate brain metastasis recurrence or progression from radiation-induced changes (e.g., radiation necrosis). In gliomas, radiation necrosis usually manifests within 6 months after standard radiotherapy, occurring in approximately 5--25% of these patients ([@bb0270], [@bb0410]). For patients with brain metastasis treated by radiosurgery, a similar fraction of radiation necrosis (24% of 310 cerebral metastases) has been reported ([@bb0315]), which may increase to as high as 47%, depending on the irradiated volume receiving a specific radiation dose ([@bb0315]).

Amino acid PET has been investigated as a problem-solving tool to address this common problem in clinical practice. For instance, MET PET may be effective in differentiating recurrent metastatic brain tumor from radiation-induced changes. A simple semiquantitative regions-of-interest analysis for the calculation of tumor/brain ratios demonstrated a sensitivity and specificity of 70--80% ([@bb0460], [@bb0465]). FDOPA PET has also been shown to differentiate recurrent or progressive brain metastasis from radiation-induced changes with high sensitivity (81%) and specificity (84%) ([@bb0305]). FDOPA PET has been compared to perfusion-weighted MRI in a study of patients with brain metastases after stereotactic radiosurgery. The accuracy of FDOPA PET was 91% and superior to PWI MRI, which yielded an accuracy of 76% ([@bb0085]) in identifying metastases. A similar diagnostic accuracy has also been reported for FET PET: the combination of tumor/brain ratios with dynamic FET parameters differentiated local brain metastasis recurrence from radiation-induced changes with a sensitivity of 95% and specificity of 91% ([@bb0150]). And a similar diagnostic performance was confirmed in a subsequent study with a greater number of patients (n = 62) ([@bb0070]).

4. Systemic treatment options {#s0060}
=============================

In Neuro-Oncology, frequently used systemic treatment options are cytotoxic chemotherapy and antiangiogenic therapy. Immunotherapy is effective in patients with extracranial tumors and brain metastasis and seems to be a promising systemic approach for malignant gliomas ([@bb0040], [@bb0330]), that is currently under intensive investigation.

4.1. Alkylating chemotherapy {#s0065}
----------------------------

For patients treated with alkylating chemotherapy, MET and FET PET may improve response assessment ([Fig. 2](#f0010){ref-type="fig"}). For instance, MET PET has been evaluated as a means to assess the effects of alkylating chemotherapy. Reliable monitoring of temozolomide and nitrosourea-based chemotherapy (PCV scheme including procarbazine, CCNU and vincristine or CCNU monotherapy) has been demonstrated in patients with recurrent high-grade glioma ([@bb0110], [@bb0115], [@bb0125], [@bb0185]). Similarly, FET PET has been used to assess effects of temozolomide chemotherapy according to the EORTC protocol 22,033--26,033 (application of 75 mg/m^2^ temozolomide per day over 21 days in a 28-day cycle) ([@bb0520]). In that prospective study, changes of FET uptake were compared with FLAIR signal alterations on MRI for evaluation of response to temozolomide regime 21/28 in 11 patients with progressive nonenhancing low-grade glioma (WHO Grade II). In responding patients, a reduction of the metabolically active tumor volume after initiation of treatment could be observed substantially earlier than volume reductions on FLAIR sequences, suggesting that FET PET may be an earlier marker of successful treatment than standard MRI for this patient group. These findings described by Wyss and colleagues were confirmed by a subsequent multicenter PET study in a greater patient number ([@bb0400]).

4.2. Antiangiogenic therapy with bevacizumab {#s0070}
--------------------------------------------

In 2010, the RANO group addressed the problem of pseudoresponse related to antiangiogenic drugs and recommended new criteria for response assessment by including FLAIR or T2 signal alterations as criteria for determining tumor response or progression ("non-enhancing tumor progression") ([@bb0490]).

However, the problem of accurately identifying non-enhancing tumor remains, and thus amino acid PET has been investigated as an alternative imaging method to assess treatment response to antiangiogenic therapy ([@bb0395]) ([Fig. 3](#f0015){ref-type="fig"}). Recent studies and case reports indicate that FET and FDOPA PET are useful in detection of pseudoresponse ([@bb0105], [@bb0135], [@bb0140], [@bb0205], [@bb0320]). FET and FDOPA PET have also been used to predict a favorable outcome in responders to bevacizumab ([@bb0140], [@bb0205], [@bb0405]).

Additionally, the cost effectiveness of FET PET for therapy monitoring of antiangiogenic therapy has been analyzed ([@bb0180]). The data suggest that the additional use of FET PET in the management of these patients have the potential to avoid overtreatment and corresponding costs, as well as unnecessary patient side effects.

4.3. Immunotherapy with checkpoint Inhibitors {#s0075}
---------------------------------------------

Identifying patients with pseudoprogression is crucial because a successful treatment might be erroneously and prematurely discontinued with a potentially negative influence on survival. Following treatment of melanoma patients with checkpoint inhibitors such as ipilimumab, nivolumab, or pembrolizumab, in particular, detecting pseudoprogression has become a major challenge, with approximately 10% incidence in clinical practice ([@bb0195]). In order to overcome this issue, a working group recommended in 2015 criteria for immunotherapy response assessment in Neuro-Oncology (iRANO) based on clinical parameter and standard MRI findings ([@bb0335]). The iRANO group noted that to date there is no non-invasive method that can confidently identify pseudoprogression in these patients. Thus, there remains an urgent need for the acquisition of additional information potentially derived from advanced imaging techniques. Recently a small retrospective pilot study addressed this issue and showed for the first time the potential of FET PET to detect pseudoprogression in patients with malignant melanoma brain metastasis treated with ipilimumab or nivolumab ([@bb0245]).

5. Other experimental therapy approaches {#s0080}
========================================

Other experimental treatment options for gliomas such as convection-enhanced delivery of paclitaxel, intracavitary radioimmunotherapy, stereotaxy-guided laser-induced interstitial thermotherapy, as well as adjuvant maintenance therapy with imatinib in combination with hydroxyurea may also benefit from PET imaging. For instance several studies ([@bb0155], [@bb0160], [@bb0370], [@bb0375]) have shown that such treatment effects could be successfully monitored by PET using MET and FET.

6. Outlook {#s0085}
==========

The present literature in neuroimaging using PET highlights the ability of amino acid PET to quantify biological responses to treatment and allows its application to monitor patients to identify early disease relapse and response to treatment. The more widespread use of amino acid PET for the management of patients with brain tumors has been strongly recommended by the RANO group ([@bb0015], [@bb0290]). However, therapy-monitoring PET data remain limited, necessitating more comprehensive (i.e., biopsy-controlled), prospective studies in larger clinical cohorts. In particular, continued progress is impeded by the lack of stereotactically guided biopsy-controlled studies. Lastly, the diagnostic impact of amino acid PET needs to be compared with a variety of promising advanced MR imaging techniques to develop the most accurate and useful multi-modal biomarkers possible.

![Patient with a newly diagnosed glioblastoma. After resection and chemoradiation with temozolomide, MR and FET PET images show residual tumor in the left frontal lobe (baseline imaging for radiotherapy planning) with complete metabolic response 10 weeks after radiotherapy. The residual contrast-enhancing lesion is metabolically inactive (arrows) indicating a post-treatment effect. This is confirmed 22 months later with complete resolution of this lesion.](gr1){#f0005}

![A 67-year old glioblastoma patient prior to adjuvant chemotherapy (images on the left). After two cycles of temozolomide chemotherapy (images on the right), a clear decrease of both the metabolically active tumor volume and tumor/brain ratios can be observed whereas conventional MRI shows no change of contrast enhancement ("stable disease" according to RANO criteria).](gr2){#f0010}

![A 52-year-old patient with a progressive anaplastic oligoastrocytoma according to the WHO classification 2007 (top row). During follow-up after 8 and 12 months (middle and bottom row) of biweekly bevacizumab therapy, MRI shows a markedly reduction of contrast enhancement and T2 hyperintensity. Correspondingly, FET PET shows a decrease of metabolic activity by means of maximum tumor/brain ratio reduction (TBR~max~).](gr3){#f0015}
